and drastic operative procedure (such as splenectomy) may be contra-indicated when such changes are present. Professor Ernst Freund, of the Pearson Institute, examined the urine of four of my patients to detect clinically early amyloid changes in the kidneys; the result was positive in two and negative in two. There has been no mention of amyloid disease in the description of the spleens that have been removed either in America or in France.
The decision as to whether splenectomy is justifiable depends not on whether the spleen is enlarged but on the degree of joint changes and the failure of response to other methods of treatment. If every other method has failed and the patient appears to be a hopeless cripple, I am prepared to consider splenectomy even though the spleen is not palpable. However, in all my cases the spleen has been palpable. BACH, FRANCIS, and SAVAGE, OSWALD (1940) Chronic Splenomegaly of Uncertain Causation.-F. PARKES WEBER, M.D.
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The patient, C. H., aged 67, is a man of medium general nutrition, still working as a stove-fitter. He has noticed a definite swelling in the left portion of his abdomen, and for the last four years has complained of a good deal of cutaneous pruritus, especially of his legs when warm in bed. The abdominal swelling is due to a smooth rather hard enlargement of the (typically notched) spleen, which reaches down to the level of the anterior superior iliac spine and to within an inch of the umbilicus. By radiographic examination (1939) the stomach appeared displaced to right, as if by splenomegaly. There is no enlargement of the liver, or of the superficial lymph glands, excepting slight in the groins-possibly connected with the chronic pruritus and scratching of his legs. During the last twelve months he has had occasional pains in the region of his enlarged spleen (? perisplenitic). Blood-count (April 9, 1940 ): R.B.C. 4,800,000; Hb. 93%; C.I. 1 0; thrombocytes 140,000; W.B.C. 8,300 (eosinos. 6%; polymorphonuclear neutrophils 68%; lymphos. 23%; monos. 3%); slight poikilocytosis; no nucleated red cells; about 18 reticulocytes in 1,000 red cells.
The patient has been under observation for the last year and repeated blood-counts have been taken. These have often shown a little poikilocytosis and anisocytosis, and one or two nucleated red cells, metamyelocytes or myelocytes; on one occasion a perfect megakaryocyte was observed; on another occasion the eosinophilia was up to 8%. Sternal puncture suggested somewhat over-active heexhopoiesis (both on red and white sides), but otherwise nothing abnormal. Urine: faint trace of albumin. Blood-Wassermann reaction and Pirquet cuti-reaction, negative. Nothing abnormal has been found by other general and special examinations, including radiogram of thorax, electrocardiogram, fractional tests of the gastric contents, erythocyte-sedimentation rate, blood-pressure, ophthalmoscopic examination, and examination of the patient's scanty sputum for tubercle bacilli. There is no abnormal " fragility " of erythrocytes; haemolysis commences with the 0-50% sodium chloride' solution and is complete with the 0.46% solution.
The patient is apparently not losing weight; his weight now is 50-8 kilograms (8 st.). He has slight varicose veins of lower limbs. No family history of importance. Thirty years ago he had an attack of left facial paralysis, of which he still shows remains.
In regard to diagnosis it should be noted that the splenoimegaly was observed when he was under hospital treatment for duodenal ulcer in March 1927, but according to the patient it was noted first by Dr. L. A. Smith about 1921, when he was examined (for " weakness ") at the London Hospital. It seems to have increased somewhat during the last year. He never had malaria and has never been out of England. A possibility is that it is due to an unusual chronic form of Hodgkin's disease or allied reticulosis. (The chronic pruritus and occasional slight blood-eosinophilia would be in favour of such a diagnosis.) Could it have been caused by thrombosis of the splenic vein of unknown causation, or is the case one of non-leukaemic myelosis of the spleen (erythroblastic and megakaryocytic splenomegaly) ?
At the meeting Dr. B. Kounine has suggested to Yme that the splenomegaly might be due to an atypical form of erythraemia (Vaquez-Osler polycythaemia). Though our numerous blood-counts have never shown any polycythaemia, the total volume of the patient's blood might nevertheless be increased. In favour of Dr. Kounine's suggestion are: (1) the habitual facial rosacea and the tendency to conjunctival hyperaemia; (2) frequent feelings of giddiness; (3) the rather slow erythrocytesedimentation (this should be accelerated, were the splenomegaly due to Hodgkin's disease) ; (4) the thinness of the patient. One point against the suggestion is that' there is no increase of the white cell count.
Dr. B. KOUNINE: But for the normal R.B.C. the patient strikes one at first glance as a typical case of polycytha~mia. The highly coloured cheeks, nose, forehead and chin, as well as the patient's complaints, are all in conformity with this diagnosis. The symptoms of giddiness, feeling of heat, pruritus aggravated by warmth and alleviated by cold, are those of a definite vasomotor disturbance commonly met in polycythaemia. To these should be added the usual sensation of pain in the splenic region. The differential W.B.C., as well as the low blood sedimentation rate, fit in with the picture of polycythaemia.
Roger S. Morris [1] has described two cases of " anerythraemic erythaemia " in which he found a splenomegaly and the remaining signs and symptoms of a polycythaemia except the actual increase in the number of erythrocytes.
It has been observed that in polycythaemic patients a difference in the R.B.C. of 2-3 millions may be found merely as a result of a few days' rest or even for no obvious reason at all. It is this marked fluctuation in the R.B.C. rather than the actual increase of the number of the erythrocytes which constitutes, in my opinion, the distinguishing feature of polycythaemia vera.
